Given recent adaptations of the World Health Organization's World Mental Health Composite International Diagnostic Interview (WMH-CIDI), new methodological studies are needed to evaluate the concordance of CIDI diagnoses with clinical diagnostic interviews. This paper summarizes lessons learned from a clinical reappraisal study done with US Latinos. We compare CIDI diagnoses with independent clinical diagnosis using the World Mental Health Structured Clinical Interview for DSM-IV (WMH-SCID 2000). Three sub-samples stratifi ed by diagnostic status (CIDI positive, CIDI negative, or CIDI sub-threshold for a disorder) based on nine disorders were randomly selected for a telephone re-interview using the SCID. We calculated sensitivity, specifi city, and weight-adjusted Cohen's kappa. Weighted 12 month prevalence estimates of the SCID are slightly higher than those of the CIDI for generalized anxiety disorder, alcohol abuse/dependence, and drug abuse/dependence. For Latinos, CIDI-SCID concordance at the aggregate disorder level is comparable, albeit lower, to other published reports. The CIDI does very well identifying negative cases and classifying disorders at the aggregate level. Good concordance was also found for major depressive episode and panic disorder. Yet, our data suggests that the CIDI presents problems for assessing post-traumatic stress disorder (PTSD) and generalized anxiety disorder (GAD). Recommendations on how to improve future versions of the CIDI for Latinos are offered.
Introduction
Structured diagnostic interviews are used in large-scale surveys as a way to eliminate clinician bias, improve standardization of diagnosis, and assess prevalence of psychiatric disorders in national studies (Komiti et al., 2001) . The World Health Organization (WHO) Composite International Diagnostic Interview Version 3.0 (CIDI 3.0; Kessler and Ustun, 2004 ) is a standardized diagnostic interview designed to assess current and lifetime mental disorders according to the defi nitions and criteria of the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV; APA, 1994) . The primary features of the CIDI are its reliance on respondents' selfreport and standardization of administration by reliable non-clinicians after a relatively brief training period (Wittchen, 1994) .
As of 2000, prior versions of the CIDI had been administered to more than 400 000 individuals in various studies (Andrews, 2000) . Most recently, the CIDI was adapted for use in the Collaborative Psychiatric Epidemiology Surveys (CPES; Colpe et al., 2004) , a collection of three surveys that obtained psychiatric epidemiological information on mental disorders and service use in the US general population, with special emphasis on minority groups. It includes the National Comorbidity Survey Replication (NCS-R; Kessler and Merikangas, 2004) , the National Latino and Asian American Study (NLAAS; Alegría et al., 2004) ; and the National Survey of American Life (NSAL; Jackson et al., 2004) .
A clinical reappraisal phase was built into the design of all three CPES surveys and in several of World Mental Health (WMH) countries surveyed in order to evaluate the concordance of CIDI diagnoses with clinical diagnostic interviews. This paper summarizes the lessons learned from the clinical reappraisal study done with Latinos in the US and compares the results with those obtained from the WMH study (Haro et al., 2006) . We compare CIDI diagnoses with the independent clinical diagnoses obtained using the Structured Clinical Interview for DSM-IV (SCID; First et al., 1998) as a way to interpret prevalence estimates generated for the Latino population and increase the clinical relevance of the CIDI in community surveys . We also conduct an individual-level examination across instruments to identify main reasons for discordance in diagnoses.
Background
Validation of the CIDI is a challenging task requiring comparison of CIDI results to psychiatric diagnoses similar to those a clinician would make under ideal circumstances (Kurdyak and Gnam, 2005) . However, due to the highly unreliable nature of clinician assessments (Mellsop et al., 1982; Spitzer and Fleiss, 1974) , the use of clinician diagnoses as a validating gold standard has been questioned (Andrews and Peters, 1998) . Clinical reappraisal studies of the CIDI have compared CIDI diagnostic results to clinician-administered semi-structured diagnostic interviews, such as the SCID, that allow the clinician some latitude in interpreting and coding responses (Kurdyak and Gnam, 2005) . More recently, the WMH reappraisal studies (Haro et al., 2006) examined whether the diagnoses in the CIDI are consistent with the SCID without assuming that one of the instruments is 'correct' . The NLAAS clinical reappraisal makes the same assumption.
Previous reappraisal studies have shown inconsistent fi ndings with earlier versions of the CIDI based on DSM-III (third edition) and DSM III-R (revised third edition) criteria (Andrews, 2000; Brugha et al., 2001; Janca et al., 1992; Peters and Andrews, 1995) . The results of these past clinical reappraisals varied according to the instrument and methods used to calibrate the CIDI, as well as the type of population surveyed (community versus clinic) and the time frame examined (last month versus lifetime). In studies in which the calibration method is not blind to the results of the CIDI interview, and lifetime rates are compared, the concordance between the CIDI and the external criterion is usually better. For example, in a clinical study comparing a clinical checklist with the CIDI after the clinicians were allowed to observe the CIDI interview (Wittchen, 1994) , the overall lifetime kappa was high (0.77). However, in another study (WHO, 1995) using a clinical sample in which the CIDI was compared with the Schedules for Clinical Assessment of Neuropsychiatry (SCAN) with the clinician blind to CIDI probes, kappas ranged from poor (0.17) to moderate (0.61) . Concordance has usually been found to be lower when a population-based sample is used, when last-year rates are calculated rather than lifetime rates, and when the calibration method employed is blind to the results of the CIDI. In a large-scale, population-based study that compared last-month CIDI diagnoses with the SCAN, the results showed that with the exception of social phobia (κ = 0.41) and dysthymia (κ = 0.48), poor concordance was observed across most current psychiatric disorders (kappas ranged from −0.03 for GAD to 0.38 for any phobia; Brugha et al., 2001) . However, these past validation studies have been criticized for their limited examination of community samples and limited generalizability to more recent versions of the CIDI (Kurdyak and Gnam, 2005) .
Clinical reappraisal data on the most recent version of the CIDI (the DSM IV-CIDI 3.0) is limited to two studies: the WHM study (Haro et al., 2006) and the NCS-R , which essentially used the same methodology. Rather than follow the double-blind design of conventional clinical reappraisal studies, these studies unblinded the clinical interviewers to whether the respondents endorsed diagnostic stem questions in the CIDI, but not to the fi nal CIDI diagnoses. They encouraged respondents to endorse diagnostic stem questions in the clinical reappraisal interviews by reminding respondents who endorsed CIDI stem questions of this fact (Haro et al., 2006) . The researchers argued that although this partial unblinding may introduce bias, this was likely not an issue due to the fact that the majority of community respondents who endorse CIDI stem questions do not go on to meet full CIDI criteria for the associated disorder . Therefore, results of both the WMH and NCS-R studies generally show better concordance between the CIDI and the SCID than other studies. For example, the NCS-R clinical reappraisal study showed a lifetime overall kappa of 0.53, with specifi c diagnoses ranging from a low of κ = 0.35 for social phobia to a high of κ = 0.81 for alcohol abuse . The WHM study indicated a generally good lifetime CIDI-SCID agreement (most kappas >0.40). Last-year agreement between the two instruments was generally good, but was presented only for modifi ed aggregated diagnoses (i.e. anxiety, mood, and any disorder), which excluded the diagnoses of generalized anxiety disorder (GAD), dysthymia and post-traumatic stress disorder (PTSD).
The purpose of our study was to estimate the concordance of diagnoses for Latinos living in the US based on CIDI 3.0 (Kessler and Ustun, 2004) with diagnoses based on a follow-up clinical interview schedule, a slightly modifi ed non-patient edition of the SCID (First et al., 1998) . However, this study did not unblind respondents or clinicians to any CIDI diagnostic information because of concern for unquantifi able bias that results from such information sharing. The results of this study are expected to add to the current literature on CIDI-SCID concordance by providing results from a diverse, multilingual community sample of Latinos living in the US.
Methods

Sample
The sample consists of Latino adults 18 years and older who completed an interview for the NLAAS. Latinos are persons of Latin-American or Spanish-speaking descent that self identifi ed as Latino. Identifi cation of psychiatric disorders was evaluated using the diagnostic interview of the WMH Survey Initiative version of the CIDI. The CIDI is a fully structured diagnostic instrument based on DSM-IV criteria that is administered by trained lay interviewers. Diagnoses were determined for 13 DSM-IV disorders but only nine were included for the clinical reappraisal: major depressive episode, dysthymia, agoraphobia without panic disorder, panic disorder, GAD, social phobia, PTSD, and alcohol abuse and/or dependence and drug abuse and/or dependence.
Three randomly selected sub-samples stratifi ed by diagnostic status (CIDI positive, CIDI negative, or CIDI sub-threshold for a disorder), based on diagnosis for the above-referenced nine disorders, were randomly selected for a telephone re-interview by trained clinical interviewers using the SCID. Both English and Spanish-speaking respondents who met the selection criteria were eligible for inclusion in the study. The sample was drawn from different stages of the interview process (middle and late) to control for potential biases in the time of the year when the CIDI was conducted. Data collection was conducted from December 2002 through October 2003. During that time, 632 cases were randomly drawn from the primary NLAAS Latino sample based on diagnoses of the nine disorder categories. Of these 632 cases, 307 were selected for positive diagnosis, 124 were selected for sub-threshold diagnosis, and 201 were selected for negative diagnosis. The procedure required respondents selected for reinterview to be blind to their diagnostic status when their contact information was sent to the research group performing the interviews. Respondents were re-contacted and interviewed within 6-8 weeks of the CIDI interview. During this short period of time, a new request for an interview was made, followed by at least one additional telephone appointment for interviewing. If no contact was made within that timeframe, the interview was considered invalid. The data collection phase lasted 40 weeks, with a fi nal sample of 195 respondents. However, less than 40% of respondents selected were able to be re-contacted (n = 240) within the allowable time period. Of those respondents who had operating phone numbers, were at home during times we attempted to contact them and re-contact happened within the 6-8 week time period, 81.3% agreed to a clinical re-interview.
Of these 195 cases, 48 respondents had at least one CIDI positive diagnosis among one of the nine assessed disorders, 59 were from the CIDI sub-threshold diagnosis group, and 88 were from the CIDI negative group. When we compared those whom we were able to re-contact from those we were not, we found immigrant Latinos and male respondents to be less likely to be re-contacted than women and US born respondents.
Data collection
Trained clinicians administered the World Mental Health Structured Clinical Interview for DSM-IV (WMH-SCID 2000) via telephone to the reappraisal sample. This semistructured clinical interview assesses for diagnosis in the context of specifi c DSM-IV Axis I disorders (First et al., 1998) . The World Mental Health Composite International Diagnostic Interview (WMH-CIDI) was translated into Spanish and other languages in combination with a major cross-national study of mental health by the WHO (World Mental Health Survey Consortium, 2004) . For the NLAAS survey, the Spanish version of the core instruments also underwent further evaluation following the procedures described by Bravo et al. (1991) . A full Spanish translation and adaptation of the SCID 2000 was completed using a back translation method and study-specifi c materials were developed for this study. Of the 195 CIDI interviews, 87 were conducted in English and 108 in Spanish.
Each interviewer received an initial 50+ hours of training on administering the SCID using BIOMETRIC tapes, group discussions, group practices, and reliability testing, followed by ongoing supervisory group interviewer meetings. Respondents were invited to conduct the reappraisal in their language of choice. Spanishspeaking respondents were interviewed by trained staff at the Department of Psychiatry, Robert Wood Johnson Medical School (RWJMS) while English-speaking respondents were interviewed by staff at the University of Michigan Institute for Social Research. These clinicians interviewed respondents with the SCID following the same supervisory structure described by . However, our procedure required that both clinicians and patients selected be blind to the respondent's diagnostic screening question status when their contact information and names were sent to the SCID interviewers. To control for order effects in the administration of the SCID by the clinician, respondents chosen for reappraisal were randomly placed in three ordered diagnostic patterns starting with anxiety, affective disorder, or substance use. The selection of the rotated SCID was decided randomly using the last number of the identifi cation code of the respondent. Respondents who answered positively to the screening questions in the SCID were administered the corresponding diagnostic sections. Because of the semi-structured format of the SCID, the clinician could probe further if there was any suggestion that criteria were present beyond the answers obtained from the screening questions.
Initial contacts with respondents were made by nonclinicians to secure verbal informed consent for reinterview; once consent was received, a written consent form was sent to respondents and they were re-contacted by clinicians to conduct the interview. Payment of $50 was sent to respondents upon completion of the interview. All interviewers and supervisors were trained by supervisors who worked on the clinical reappraisal study of the NCS-R. Throughout the interviewing process, there were two levels of SCID interview quality control. First, a local interview supervisor checked the quality of the fi rst 10 interviews for each interviewer and 25% of all interviews thereafter using audiotapes. Second, these previously reviewed interviews were re-reviewed by the offsite clinical interview supervisor who provided feedback to the local interview supervisor and, if required, assisted local interviewers in recalibrating their SCID ratings if 'drift' was detected in rater accuracy.
Data entry and analysis
Analysis focused on estimating the concordance between the CIDI and SCID for the selected disorders. The fi rst step in this process was the creation of diagnostic algorithms for the SCID, following the procedures reported by Haro et al. (2006) . Using the existing CIDI algorithms and the DSM-IV as a guide, two clinical psychiatrists expert in Latino diagnoses, in consultation with Jamie Abelson at the University of Michigan, developed the SCID algorithms for all nine disorders. Once the algorithms had been created and tested, CIDI disorder diagnoses were merged with SCID diagnoses. Twelve month disorder diagnoses were used for both the CIDI and the SCID.
Statistical analyses
We analyzed concordance between CIDI and SCID diagnoses after adjusting for the sampling design, which oversampled positive CIDI cases. We adjust for oversampling by reweighting the cases so that the overall prevalence rate matches that of the population. To assess concordance, we report sensitivity, specifi city, positive predictive value (PPV) and negative predictive value (NPV) . These provide complementary information about the conditional probability of diagnosis using one method given a diagnosis using the other method. Neither method is a bona fi de criterion, but we defi ne sensitivity/specifi city conditioning on the SCID and we defi ne PPV/NPV conditioning on the CIDI (Fleiss et al., 2003) . Like Haro et al. (2006) , we report an estimate of the area under the signal detection curve (AUC) using the average of sensitivity and specifi city (AUC1). We also compute the complementary statistic as the average of PPV and NPV labeled AUC2 (AUC2 is interpreted as the area under the curve if the CIDI were considered to be the criterion). We calculate confi dence intervals on weight-adjusted Cohen's kappa using the method of Feder (2007) .
To explore infl uences on concordance, we carried out variations of the analyses including: (a) loosening the timeframe (lifetime versus last year) when the disorder was present; (b) loosening the diagnostic criteria to allow for one criterion less than those stipulated in the DSM-IV to fulfi ll criteria for the disorder; and (c) requiring additional measures of impairment or dysfunction to establish illness severity. It is important to note that the CIDI algorithm does not operationalize all DSM-IV criteria, thus we only observed differences in criteria that were operationalized in both the CIDI and SCID instruments. For example, for Major Depressive Episode, DSM-IV criteria B and E were not operationalized. Criterion B states that the symptoms do not meet criteria for a Mixed Episode, and Criterion E states that the symptoms cannot be better accounted for by Bereavement ['after the loss of a loved one, the symptoms persist for longer than two months or are characterized by marked functional impairment, morbid preoccupation with worthlessness, suicidal ideation, psychotic symptoms, or psychomotor retardation' (APA, 1994)].
Using the CIDI and SCID algorithms, we completed a case-by-case analysis assessing reasons for discordance in every case where the respondent met criteria for a specifi c disorder in one instrument, but not in the other instrument (i.e. positive for dysthymia in the CIDI interview, but not in the SCID interview, or vice versa). Clinician interviewers were asked to document any problems that arose while administering the SCID.
Results
Table 1 presents summary results on WMH-CIDI and SCID concordance for disorders in the past 12 months using diagnostic categories reported by Haro et al. (2006, p. 176) for the WHO studies. To make comparisons of NLAAS to WHO results explicit, Table 1 Note: ESEMeD, European Study of the Epidemiology of Mental Disorders; SE, standard error; OR, odds ratio; SN, sensitivity; SP, specifi city.
(95% CI = 0.20, 0.58), compared to WHO AUC1 and kappa results of 0.84 and 0.49, respectively. We conclude that the overall concordance of the NLAAS assessments was similar, albeit weaker, to the concordance between CIDI and SCID assessments in the WHO studies. The confi dence bounds of the NLAAS results include the values reported by WHO investigators.
Detailed comparison of individual 12 month diagnoses reveals interesting patterns of discrepancy and convergence. Table 2 shows results for nine specifi c diagnoses. The AUC1 values range from 0.77 to 0.49, with a median of 0.61, and the kappa values range from 0.63 to −0.01, with a median of 0.18. The AUC2 values vary from 0.98 to 0.48, with a median of 0.70. For only two of the nine diagnoses does the level of agreement exceed what could be expected by chance. These are for major depressive episode (AUC = 0.67, κ = 0.38) and panic disorder (AUC = 0.77, κ = 0.63). Two of the remaining seven diagnoses (alcohol abuse/dependence, drug abuse/dependence) were assigned to fewer than fi ve persons out of 195 by the CIDI, therefore the comparisons are inconclusive. In addition, the confi dence bounds on the kappa statistic for social phobia (−0.04, 0.61), dysthymia (−0.14, 0.42), and agoraphobia (−0.03, 0.59) include both chance values and acceptable values, resulting in inconclusive comparisons. The fi nal two diagnoses (PTSD and GAD) have suffi cient precision to conclude that the data are inconsistent with kappa values of 0.50 or higher, indicating systematic discrepancies between the two assessment methods. For example, of 12 cases identifi ed by one of the instruments as fulfi lling criteria for PTSD, fi ve were diagnosed by the CIDI and a different group of seven respondents were identifi ed by the SCID. Likewise for GAD; of the 15 cases classifi ed by one of the instrument as having the disorder, six were classifi ed by the CIDI and a different group of seven respondents were identifi ed by the SCID.
Because WMH-CIDI and SCID establish the time frame of the disorder in such different ways (e.g. SCID focuses on assessing last-year and then lifetime prevalence, while CIDI examines lifetime prevalence fi rst and then establishes if disorder was present in the last year), it is possible that concordance would be different if a lifetime, rather than a last-year, time frame was used to compare WMH-CIDI and SCID results. We found (data not shown) that only for substance use disorders did the AUC1 considerably improve when using the lifetime time frame, becoming 0.82 for lifetime concordance rather than 0.56. There was also an increase in kappa, with kappa now reaching 0.51 (0.23, 0.80) for lifetime concordance as compared to κ = 0.18 (−0.05, 0.41) for last-year concordance.
We also conducted additional analyses allowing the diagnostic criteria to be met with one criterion less than those stipulated in the DSM-IV for both SCID and CIDI (data not shown). Kappa for any depressive episode improved from 0.38 to 0.43, and from 0.14 to 0.28 for dysthymia. Concordance for some anxiety disorders improved (GAD and PTSD) while others worsened (e.g. panic; data not shown). We also tested whether requiring dysfunction/impairment would improve concordance between CIDI and SCID. We found that limiting comparisons to diagnoses associated with a Global Assessment of Functioning (GAF) score of 60 or less in the SCID and one or more disability days in the CIDI improved concordance for social phobia, agoraphobia, alcohol abuse/dependence and drug abuse/dependence. Kappas increased from 0.28 to 0.61 for social phobia; from 0.18 to 0.64 for agoraphobia; from 0.16 to 0.26 for alcohol abuse/dependence; and from 0.32 to 0.39 for drug abuse/dependence).
We examined the reasons for discordance between the two instruments. Of 195 cases assessed, 110 (56%) evidenced discordance due to one of fi ve reasons (Table 3) . For example, 20 cases (18%) were discordant because one instrument coded all necessary criteria as present whereas the other instrument missed the diagnosis by only one criterion (category 1 on Table 3 ); this occurred primarily in the diagnoses of major depressive episode, dysthymia, and GAD. Fourteen other cases (13%) were discordant on two or more criteria, as seen for social phobia, GAD, major depressive episode or dysthymia (category 2). Twenty-fi ve cases (23%) were discordant because in one instrument but not the other respondents skipped out of the battery (category 3) by answering 'no' to one of the probes required to continue into the next section. This was much less common in the SCID than the CIDI, where it happened in 23 of 25 cases. Another 14 cases (13%) fulfi lled criteria for lifetime but not last-year disorder in the CIDI (category 4), but did fulfi ll last-year criteria in the SCID. An additional 37 cases (34%) were discordant because they did not endorse the screener probes in one instrument (25 in the SCID and 12 in the CIDI) but did endorse them in the other (category 5).
Upon reviewing the problems reported during SCID administration, interviewers often cited respondents' diffi culties understanding questions and responding within a specifi ed time frame. For major depressive episode, part 1 of Criterion A ('symptoms of depressed mood or loss of interest must happen within the same two-week period') proved to be problematic, accounting for discordance in 11 of 30 discordant cases. For dysthymia, 6 of 14 discordant cases evidenced problems with Criterion C ('two years in a row without a break in depressive symptoms lasting longer than two months or more'). For GAD, the criterion requiring that respondents identify their difficulty controlling worry was responsible for discordance in 5 of 15 cases. For alcohol and drug use disorders, Criterion A, dealing with whether the behavior is maladaptive and leads to signifi cant impairment, was responsible for three of seven discordant cases for alcohol abuse/ dependence and four of six discordant cases for drug abuse/dependence.
Discussion
The results of this study should be considered in light of several methodological limitations. Our fi ndings are constrained by small sample sizes for fi ve of the nine assessed disorders. Fewer than fi ve cases received CIDI diagnoses of either alcohol abuse/dependence or drug abuse/dependence and confi dence bounds on the kappas for social phobia, dysthymia, and agoraphobia suggested inconclusive results. In addition, not all criteria were assessed by the CIDI, so results may vary if this additional information (e.g. collecting information on bereavement) were collected during assessment. Furthermore, some diagnoses that are part of DSM-IV (e.g. mania, schizoaffective disorders, somatisation disorders) were not assessed in the NLAAS or the clinical reappraisal datasets, and therefore were excluded from these analyses. We did not include somatisation because of lack of consensus on the criteria to assess the disorder. Notwithstanding, given the recent adaptation of the CIDI for use in the CPES, our study evaluates the concordance of CIDI diagnoses with clinical interviews obtained with the SCID. For Latinos, CIDI-SCID concordance at the aggregate level of disorder is comparable to, although lower than, the other published reports on the CIDI 3.0, as described by Haro et al. (2006) . The lower kappas would be expected due to the fact that the NLAAS clinical reappraisal followed a blinded design and Haro et al. (2006) reported reappraisal studies did not. As can be seen from the results in Table 3 , 13% of the discordance (25/195 discordant cases) was due to respondents denying during the later SCID interview that they had ever endorsed the CIDI screener probes.
The classifi catory accuracy -or caseness establishedranged from 78% for any disorder to 95% for substance use disorders for our Latino sample. For Latinos, the CIDI does very well identifying negative cases and classifying disorders at the aggregate level. Good concordance was also found for major depressive episode and panic disorder. This may be due to the fact that panic is a paroxysmic, discrete event with high valence and that major depressive episode is a familiar condition with symptoms that are easy to comprehend and describe, facilitated by public awareness campaigns about its symptoms (Correll and Linden, 2005) .
However, our data suggest that the CIDI 3.0 presents problems for assessing PTSD and GAD, and also needs additional testing regarding social phobia, dysthymia and agoraphobia. The lack of overlap between the CIDI and the SCID assessments of PTSD was dramatic, probably due to the different ways of evaluating the presence of the disorder across instruments. The CIDI assesses a long list of specifi c traumatic events, whereas the SCID asks a general question about trauma exposure. Other potential explanations for the observed lack of concordance relate to characteristics of the illness itself, which includes avoidance as one of its symptoms. PTSD patients might want to try to avoid recounting their symptoms, particularly soon after being asked to remember these events. An even more likely explanation is that exposure (both in terms of severity and chronicity of the exposure) and PTSD characteristics may differ signifi cantly by race and ethnicity (Antai-Otong, 2002; Elsass, 2001; Hernandez, 2002; Hernandez et al., 2007) , with clinical assessment being particularly problematic for clients from nonWestern backgrounds. Because the evaluation of trauma in the SCID, as opposed to the CIDI, is based on the clinician's own interpretation of the meaning of a particular trauma given the social norms of the patient's culture, it might be particularly challenging for clinicians to assess PTSD in the absence of cultural anchors (Alarcon, 1995) . So if the patient says that witnessing domestic violence is typically expected in his/her home country, the clinician might judge that the event was not traumatic for the respondent, while the CIDI structure does not allow the interviewer to assess the impact of the trauma based on how normative is the experience in the respondent's context.
For GAD, our low concordance results are consistent with the literature on previous versions of the CIDI that suggest low levels of sensitivity for detecting GAD (Komiti et al., 2001) . In examining the procedural validity of CIDI diagnoses of GAD, Wittchen et al. (1995) found that GAD diagnoses obtained with the UM-CIDI (a modifi ed version of the CIDI used in the NCS) also showed low levels of agreement with SCID diagnoses (κ = 0.35). Future work is needed to address whether Latino respondents have particular diffi culty understanding or endorsing the criterion requiring respondents to identify diffi culty controlling their worry as a condition of a GAD diagnosis.
Our results suggest that, for Latinos, loosening the diagnostic criteria for each category by one item might improve CIDI-SCID concordance for depressive disorders and some anxiety disorders (GAD and PTSD). This fi nding requires further inquiry. It is possible that certain diagnostic criteria do not apply as well to Latinos because they represent a category fallacy (Kleinman, 1987) , whereby concepts used in one culture do not map easily onto another culture. For instance, questions about the duration requirement for major depressive episode (e.g. depressed mood or loss of interest must happen within the same two week period with other symptoms) might not correspond to Latino time concepts about depressive illness leading to inconsistent answers depending on how the questions are asked. Assessing conceptual equivalency for monolingual Spanish speakers, particularly immigrants, may help clarify whether lack of endorsements of probes happens more readily when Latinos do not ascribe to mental health concepts in the same way as set out in the DSM-IV. Given the insuffi cient sample size in our Clinical Reappraisal study, we were unable to evaluate the conceptual equivalence for monolingual Spanish speakers as compared to the monolingual English speakers and respondents that spoke both languages. A more extensive analysis, such as item response theory analysis, would be required to tease out this potential measurement bias from differences in endorsement rates due to severity of depressive symptoms.
An alternative explanation involves diffi culties understanding certain concepts embedded in the questions, possibly due to educational barriers or cultural differences. These include the illness episode concept or the evaluative element embedded in certain questions requiring respondents to conduct a comparative assessment, such as deciding whether the behavior is maladaptive and leads to signifi cant impairment. Because the SCID permits the clinician to return to or revise sections if interviewees disclose information relevant to a previous diagnostic module, further probes could have facilitated revising respondents' answers. Such is not the case in the CIDI, where 23 out of 25 respondents were dropped from the diagnostic battery because they denied one of the probes required to continue into the next part of the diagnostic section.
Loosening the time dimension also appears important particularly for substance use disorders, where concepts of time might be different in Latino culture . Simplifying the criteria so as to decrease the salience of time might improve the clinical concordance of the CIDI for Latino respondents. The fi nding that SCID prevalence rates of substance use disorders are higher than those obtained by the CIDI, might also be due to clinicians' greater ability to elicit stigmatized and illegal behaviors. In addition, the SCID and CIDI assess substance use disorders differently, possibly contributing to the striking discrepancy in prevalence rates obtained by the two instruments. In the CIDI, respondents must meet abuse to be evaluated for dependence, whereas in the SCID, abuse and dependence are evaluated independently (see Grant et al., 1996) .
Requiring more stringent evaluations of dysfunction/ impairment would likely improve the concordance between the CIDI and the SCID for social phobia, alcohol abuse/ dependence, and drug abuse/dependence. Our data suggests that 'gray' cases, those respondents who were positive to one of the instruments and not the other, would particularly benefi t from additional information on dysfunction to help establish their caseness status. The open-endedness of the SCID evaluation probably allowed clinicians to return to previously completed modules during the same evaluation and include the newly obtained material, which could not be done on the CIDI evaluation. These reasons for discordance described earlier, combined with the fact that the aggregate disorders have a higher concordance than the individual disorders, suggest that discordance is due to methodological differences, particularly in how these instruments codify 'gray' cases. Certain diagnostic criteria seem to pose diffi culty for Latino respondents, and should be better operationalized to avoid misclassifi cations depending on how the questions are asked. Although in both assessments Latino respondents appear to recognize the experience being assessed in either instrument, they either experience the disorder with minor variations (e.g. differing by one criterion) or have diffi culty being exact about the time frame in one of the assessments. This variation might be better captured by a dimensional approach to diagnosis currently proposed for the DSM-V.
Our results suggest several methodological improvements to diagnostic assessments for Latino respondents. These include expanding screening questions, opening up the time frames for assessment, gathering more information within each diagnostic section prior to skipping out respondents, clarifying the threshold for severity or dysfunction, and loosening the criteria for certain disorders that appear not to map so readily onto illness expressions typical among Latinos. Populations differ in terms of illness expressions, sense of time, health literacy, and rates of formal education. This variation could affect how they answer questions on structured and semi-structured instruments. A goal of epidemiology is to assess variations in psychopathology across population subgroups, which requires that enough information be obtained on each disorder to evaluate its variation. One of the major problems faced by the fi eld stems from limitations of current instruments (e.g. skip patterns, limited symptom inclusion) which do not permit an easy comparison of alternative illness expressions across groups. The proposed improvements should be tested in future studies to evaluate their impact on concordance. Improved concordance between diagnostic assessments will aid in the interpretation of DSM-IV prevalence estimates generated by the CIDI and increase the clinical relevance of the CIDI for community epidemiological surveys .
